Right thumb abduction. Perpendicular distance from tip of nail to volar aspect offorearm. Fig. 2 Right elbow extension. 288 upper and 3 lower limb measures of joint mobility in 446 adolescent schoolchildren. We describe methods of measuring femoral rotation at the hip and tibial rotation at the knee.
Material and Methods
The investigation was made in a comprehensive school of 1850 pupils during the course of one week. The subjects were those attending biology lessons and were considered a random selection of the pupils at the school. The signs of upper limb mobility were assessed by one observer on the right arm of each subject. The measurements of lower limb mobility were assessed by sixth formers under the supervision of one of the authors. Twenty nine pupils were selected by a random number table for repeat measurement, and these results were assessed by linear regression analysis. The measurements of joint mobility were:
(1) Right thumb abduction and wrist flexion, measuring the perpendicular distance from the tip of the thumb nail to the volar aspect of the forearm (Fig.   1 ).
(2) Right elbow extension, measuring the angle between the extensor aspects of the arm above and below the elbow with a goniometer (Fig. 2) .
(3) Right middle finger extension, measuring the angle above and below the extensor aspect of the metacarpophalangeal joint with a goniometer (Fig.  3) .
(4) The total rotation with the right hip joint held in extension. The pupil lay prone in a jig with the knee flexed to 900. The angle through which the leg could be moved was measured with a large vertical protractor (Fig. 4) . (5) The total rotation of the right tibia at the knee, The data were analysed by Student's t test, Spearman rank correlation, and linear regression. 
0-0001
Joint mobility
In each case the upper figure is the correlation coefficient and the lower the probability that the data are random. NS is not significant at the 0 05 level.
Results 200
Four hundred and forty-six pupils, comprising 219 180 girls and 227 boys ranging from 13 to 17 years of age, were studied (Table 1 group.bmj.com on April 2, 2017 -Published by http://ard.bmj.com/ Downloaded from correlation coefficients between each measurement except for elbow extension (Table 2 ). In some joints mobility was negatively correlated with age (Table  2) .
There were small and in some cases significant differences between the joint mobility of males and females, with females tending to be more lax (Table   3 ).
A scoring system was prepared on the basis of Carter and Wilkinson's system2 except that our criteria are based on the mean mobility plus 2 standard deviations. These are compared with the criteria of Carter and Wilkinson2 and Beighton et al. 3 in Table  4 . This score was normally distributed in this population (Fig. 7) and showed a clear negative correlation with height and age (Table 2 ) and that females were more lax than males. The reliability of the various measurements is shown by comparison with repeat measurements using a linear regression analysis (Table 5) . Fig. 7 Distribution ofjoint laxity scores in whole sample. Each of6 measures ofjoint mobility is scored for either 'stiff = 0 (>2 SD ofmean, 'neutral' = 1 (<2 SD of mean), or 'lax' = 2 (>2 SD ofmean) to a maximum score of 12 for each individual. We describe methods of assessing hip and knee rotational mobility which correlate well with the other more established methods. We think these are easier to measure accurately than ankle dorsiflexion or knee extension. Knee extension was measured by the vector stereograph, which was the most accurate method we could find. This method may be considered too complex for clinical practice, though it is an extremely useful instrument for 3-dimensional measurements (see Pynsent et al.7 and Fairbank et al.6 for further discussion).
Joint mobility is normally distributed in our population, and this supports the concept that joint laxity is the extreme of the normal spectrum of joint mobility.8 10 A number of authors have recommended assessing joint laxity by the use of a scoring system.2`4 11 12 Unfortunately the criteria that Carter and Wilkinson2 chose are arbitrary in the sense that they selected a population ranging from more than 3 standard deviations from the mean in the case of thumb abduction to less than one standard deviation in the case of knee extension. and some don't, it seems), and whether disease starts on the surface or within the cartilage, were also discussed.
The second half of the book addresses therapy of anterior knee pain. Elegant descriptions of operative procedures by Paul Ficat, John Install, and Paul Maquet are marred a little by a lack of evidence for objectivity or controlled analyses of results. Eric Radin makes a plea for accurate diagnoses of the many possible causes of anterior knee pain and for a conservative approach. The concluding discussion session tackled some practical issues, such as whether or not sporting activities should be recommended in young, symptomatic patients, and to what extent patients should be investigated. What emerges is a refreshing new look at an old problem and an unusual willingness on the part of the experts to discard traditional views and dogma.
Rheumatologists may not want to buy a copy, but make sure that your library or your orthopaedic colleague has one, and take a look before getting depressed by the next young patient with that non-existent disease-'chondromalacia'.
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